Background: Cigarette smoking was associated with higher rates of myocardial infarction (MI) and death from coronary artery disease. However, despite the increased prevalence of ischemic heart disease in current smokers, prior studies showed that smokers undergoing primary percutaneous coronary intervention (PCI) had lower mortality rate than nonsmokers. The impact of cigarette smoking in patients with acute MI after drug-eluting stent (DES) implantation has not been examined. Methods: From databases of our hospital, 1242 patients who confirmed acute MI and underwent successful PCI with DES were consecutively enrolled. Cardiac death, non-fatal MI, target lesion revascularization at 12 months after procedure were assessed. Results: Five hundred fifty patients (44.3%) were current smokers. In comparison to nonsmokers, current smokers were younger, more often men, less frequently had diabetes, hypertension and hyperlipidemia, showed lower serum creatinine level, and frequent medication of ACE inhibitor. Cardiac mortality at 12 months was significantly lower in current smokers (1.1% vs. 3.0%, pϭ0.019). However, current smoking status was no longer protective from cardiac mortality in multivariate analysis (hazard ratio 0.395, 95% CI 0.130ϳ1.195, pϭ0.100).
Conclusions:
The current smoker showed increased survival than nonsmoker. However, its result entirely explained by difference in baseline risk factors.
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Prognostic value of simple standard 12-lead electrocardiographic parameters for predicting clinical outcomes in hospital survivors after acute myocardial infarction 
Background:
The aim of this study was to identify simple electrocardiographic (ECG) parameters given automatically in a contemporary ECG machine predicting major adverse cardiac events (MACE) after acute myocardial infarction (AMI). Methods: Between November 2005 and January 2008, 489 post-MI hospital survivors who had an ECG 3 to 7 days after the attack were included. Philips Trace Master Vue ECG management system was used to obtain ECG parameters. The MACEs were defined as death, non-fatal MI, and heart failure readmission. Mean follow-up duration was 396.8 Ϯ 140.7 (4ϳ1285 days) days. Results: Complete follow-up data were available in 468 (95.7%) patients. During the follow-up, 57 (12.2%) MACEs occurred. In univariate analysis, patients with MACE had higher time-voltage QRS area, longer Q wave and ST duration, pathologic Q wave in I, aVL lead, lateral ST depression and T wave inversion in V1-4 among ECG variables. In the Cox proportional hazard model, time voltage QRS area (hazard ratio [HR] 0.017, 95% confidence interval [CI] 1.008 to 1.081, p ϭ 0.017) and ST duration (HR 1.013, 95% CI 1.006 to 1.020, p Ͻ 0.001) were independent predictors of MACEs among ECG variables after adjustment for confounding variables. In receiver-operator characteristic curve, the area under the curve (AUC) of QRS area for predicting MACEs was 0.696 (sensitivity 77.2% and specificity 56.2%), and optimum cut-off value was 11.55 Ashman units (AU). The AUC of ST duration was 0.635 (sensitivity 57.9% and specificity 65.9%), and optimum cut-off value was 170 ms. Kaplan-Meier survival curve showed that patients with QRS area of 11.55 AU or more (19.6% versus 5.3%; log-rank p Ͻ 0.001) had significantly higher MACEs compared with patients with QRS area Ͻ 11.55 AU. Patient with ST duration of 170 ms or more (19.1% versus 8.1%; log-rank p Ͻ 0.001) had significantly higher MACEs compared with patients with ST duration Ͻ 170 ms. Conclusions: This study suggests that time-voltage QRS area measurements and ST duration derived from a standard digitally acquired 12-lead ECG using commercially available equipment could provide prognostic value in hospital survivors after AMI. 
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Background: The in-hospital delay between admission and successful coronary reperfusion ("door-to-balloon" time interval, DTB) in patients with a diagnosis of STEMI is a predictor of mortality. Reducing the DTB time below 90 minutes-as suggested in current guidelines-represents a major challenge for most hospitals as recent registry data report. Simple strategies to reduce the DTB time, therefore, are crucial. Methods: We aimed to evaluate the impact of a simple strategy to the reduce DTB time in patients with STEMI by bypassing the emergency room. To facilitate this aim, we implemented a protocol with "standard-operating procedures" (SOP) defining two different clinical scenarios (scenario A: patient is stable and can be directly transferred to the cath-lab, scenario B: patient is unstable or cath-lab is occupied). Medical staff in the emergency department, the intensive care unit and the cath-lab were trained accordingly. 56 patients with STEMI, admitted to the hospital from September 2009 to Januar 2010, were enrolled in this study and served as the control group ("pre-protocol"). After implementing the SOP, 58 consecutive patients with acute STEMI were enrolled between September 2010 to March 2011 ("post-protocol"). Results: Baseline characteristics did not differ between both groups regarding age, gender, body mass index or cardiovascular risk factors. The "symptom-to-door" time interval did not differ between patients before and after establishing the protocol (267 Ϯ 332 versus 276 Ϯ 272 min; pϭ0,884). The "door-to balloon" time, however, was significantly reduced as a result of establishing the protocol (89 Ϯ 49 vs. 70 Ϯ 34; pϽ0,019). Conclusions: Defining simple standards (SOP) for the intra-hospital workflow in patients with STEMI and respective training of staff members lead to a significant reduction in DTB intervals. Further studies will have to show whether these measures translate into a significant reduction in mortality.
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